unimportant to very important. The assessment was then administered to the first eight patients seeking phalloplasty or metoidioplasty at our center.
EXPERIENCE:
Use of the formal assessment increased the information available to the surgical team. Regular multidisciplinary team meetings about patients showed that patients regularly disclosed priorities on the formal assessment that they did not bring up during the clinical exam. The team also found that the assessment tool encouraged additional questions from patients about sexual concerns that did not spontaneously arise elsewhere in the discussion.
RESULTS:
Eight consecutive patients were administered the survey, with a 100 percent response rate. The mean age of patients was 26 years (SD=4.5). All patients (n=8) reported full comprehension of the questions, and both patients who were uncertain of which procedure they wanted stated that it helped clarify their goals and allowed them to choose the most appropriate surgical procedure.
Patients reported a variety of goals for genital surgery. All patients (n=8) rated being able to stand to urinate as "very important". Three patients stated that being able to penetrate a sexual partner was "very important", with the rest of the answers ranging from "unimportant" to "neutral". There was no consensus on the importance of length or girth of the desired phallus. Three patients rated erotic sensation, and three patients tactile sensation, as "very important." All patients stated that they had been able to climax through clitoral stimulation, information that will allow for contextualizing sexual function after surgery.
CONCLUSIONS:
Using a standardized measure improves both patient and clinician understanding of patient priorities around genital surgery. Our findings demonstrate the diversity of patient priorities and consequently emphasize the importance of assessing individual goals in the preoperative period. Of note, our data suggest that transgender men, as a group, value the ability to stand to urinate more highly than they do sexual function. We hope to further assess the range of patient goals for surgery and also prospectively assess how orgasmic function is affected by genital surgery procedures.
INTRODUCTION AND PURPOSE:
Absorptive devices are often used to treat facial bone fractures in Japan. Few reports have investigated whether the plate used was absorbed.
1 We used the OSTEOTRANS MX ® (Takiron Co., Ltd.) in 13 patients with facial bone fractures. In patients in whom the OSTEOTRANS MX ® has been used, it takes 5-6 years until absorption is complete, and then, the device is no longer visible on computed tomography (CT) scans; however, some patients had the device removed due to infection. 2 We describe the decomposition behavior of the extracted plate and screw from patients in whom removal was necessary.
METHODS:
Between August 2008 and June 2014, the OSTEOTRANS MX ® was used in 78 patients with facial bone fracture or posterior malignant tumor reconstruction. Among them, 13 patients (16.7%) required plate removal due to complications from postoperative plate infection. Image observation with a scanning electron microscope (SEM) and elemental analysis by energy dispersive X-ray spectrometry (EDX) were performed. The viscosity average molecular weight and crystallinity were retrospectively measured by an automatic viscometer and differential scanning calorimetry (DSC), respectively.
RESULTS:
Age at surgery ranged from 14 to 80 years (average, 52 ± 20.1 years); there were 8 men and 5 women. The OSTEOTRANS MX ® was removed at the shortest duration, 1 month postoperatively, and at the longest duration, 4 years 6 months after the first operation (average, 16 ± 16.1 months). We did not observe a patient in whom the device was completely absorbed or replaced with the bone, or its shape disappeared. The molecular weight of poly l-lactide (PLLA) decreased with time. The unsintered hydroxyapatite (u-HA) was released from the plate, which created a pore, and the decomposition generally progressed smoothly based on the measurement of crystallinity by DSC.
Posters
PSTM 2018 Abstract Supplement CONCLUSIONS: According to the elemental analysis by EDX, the u-HA content was low in the hypodense part, as confirmed by the SEM, and this part had many pores from which u-HA was released. We infer that the u-HA detached from the plate's fine pores, and it adhered to the bone on the plate. Additionally, we presume that the bone tissue did not migrate to the plate due to the force during plate removal. Absorption and bone substitution progressed favorably where the plate was in close contact with the cortical bone compared with where the plate was not in close contact with the cortical bone. Skill may be necessary to close and fix the plate. Although PLLA is absorbed with time, the u-HA requires more time for bone replacement; in many cases, the u-HA remains visible on images for at least up to 5-6 years. Follow-up observation is needed. 
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INTRODUCTION:
In recent years, mandibular and maxillary bone reconstructive surgery using free fibula flap transfer is a commonly-performed surgical procedure, and increasing number of reports have been published about preoperative simulation surgery using models that utilize 3D printers 1 . However, 3D printed models made from sterilizable materials are uncommon, making it difficult to introduce the model into the surgical field. One problem is that the use of such materials would significantly increase the cost of surgery. We introduce a method in which we perform osteotomy on the 3D fibula model preoperatively by using a guide molded from the inexpensive and easyto-use silicon Protesil labor® to the correct bone size and osteotomy angle. This formed silicone mold was steam autoclave sterilized and used within the surgical field as an osteotomy guide. This reduced the time required for osteotomy and was effective in accurate reproduction of the simulation surgery on the surgical field.
MATERIALS AND METHODS:
Six patients who were treated between October 2016 and February 2017 were included in this study. One patient underwent maxillary segmental resection for maxillary cancer, one patient underwent surgical resection and left hemimandibulectomy for mandibular gingival cancer and the remaining four patients underwent segmental mandibulectomy for mandibular gingival cancer. Free fibula flap transfer was carried out for reconstruction in all patients. Preoperative CT images and a 3D printer were used to create simulation models for the mandible, maxilla and fibula. Preoperative simulation surgery was performed by cutting away the scheduled region of the mandibular and maxillary bone models, after which the fibula model was cut at an angle that allowed it to be inserted into the defect region. The 3D models used materials that were not sterilizable. Protesil labor®, a dental silicon, was placed on the cut fibula models and given approximately 5 minutes to harden. It was then cut to the same size with the fibula bone model, and sterilized in an autoclave. After these processes, it was used as a surgical guide to mark the bone cutting line on the fibula flap.
RESULTS:
We checked the differences between pre-and post-operative bone angles and bone lengths for all cases using simulation surgery models and post operative 3DCT. Mean bone angle difference was 2.7 degree and the mean bone length difference was 1.9mm. The mean bone cutting time was 35 minutes. The cost of producing the surgical guide was approximately 5 US dollars/piece.
CONCLUSION:
Creating a surgical guide using sterilizable material allows the surgeon to perform the osteotomy more accurately and in less time. It is also inexpensive and does not require the use of specialized instruments such as expensive computer softwares and sterilizable 3D printer materials. We believe that the use of this surgical guide is simple, and applicable even in smaller hospitals.
